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A striking feature in three patients (cases 1, 2, and 4) was the acute, severe, and rapidly resolving but recurrent episodes of pulmonary oedema. Possibly these were caused by sudden blocking of the orifice by -vegetation-this was indeed shown echocardiographically in one patient (case 4). Other patients (cases 3 and 5 and those reported by Reeve et all and Matula et al2) had more progressive pulmonary oedema, suggesting increasing mitral stenosis. In our experience both types of pulmonary oedema are uncommon in patients with isolated mitral valve regurgitation during bacterial endocarditis.
Those of our patients who did not have mitral valve replacement (cases 2, 4, and 5) and the patient of Reeve and his colleagues' had a sudden cardiac arrest. Mitral valve vegetations cause obstruction just as catastrophic as an atrial tumour or a ball thrombus, and hence once the doctor suspects mitral valve obstruction he should confirm the diagnosis promptly and ensure that the patient is rapidly operated on.
Accurate diagnosis is vital. Right heart catheterisation showed a raised pulmonary wedge pressure without a striking V wave, but was nevertheless of little value in assessing the severity of the haemodynamic disturbance: pressures may be very high because of rheumatic valve disease (case 4) or Summary and conclusions Thirty-five children known to have had respiratory syncytial virus bronchiolitis in infancy were examined at the age of 8 and their respiratory function tested. The results were compared with those in 35 controls matched for age, sex, and social class. Although 18 of the children who had had bronchiolitis in infancy had experienced subsequent episodes of wheezing, these were neither severe nor frequent in most cases and had apparently ceased by the age of 8. Nevertheless, the mean exercise bronchial lability of the children who had had bronchiolitis was significantly higher than that of the control children and the mean peak expiratory flow rate at rest significantly lower. Results were compared using Student's t test for matched pairs, X2 tests, and exact probability tests for qualitative data.
Results

COMPARABILITY OF THE TWO GROUPS
The only significant difference between the groups was in the mean number and age of siblings, both of which were greater in the bronchiolitis group (table I) .
CLINICAL HISTORY AND EXAMINATION
Eighteen of the children who had had bronchiolitis gave a history of wheezing on one or more occasions since their bronchiolitis compared with only one of the control group (P < 0 0005). The wheezing episodes experienced subsequently by the children who had had bronchiolitis were, however, neither severe nor frequent enough to have resulted in hospital outpatient or inpatient referral. The episodes were often absent for long periods, and 10 of the 18 children had experienced no wheezing at all in the two years before interview.
There was a slightly higher incidence of a history of upper respiratory tract infections and croup among the children who had had bronchiolitis, but this difference did not reach statistical significance.
Routine physical examination of the upper and lower respiratory tract showed no significant differences between the two groups. 
TESTS OF RESPIRATORY FUNCTION
ATOPY
The prevalence of clinical features of atopy in the children and their first-degree relatives was similar in the two groups.
PARENTAL SMOKING HABITS
During the infant's first year of life 71 % of the mothers of children who had had bronchiolitis had smoked compared with 49% of control mothers, a difference that just failed to reach statistical significance (X2 with 1 DF=3-81; P>005). More fathers of children in the bronchiolitis group had smoked (77 %) than control fathers (60 %) but this difference was not significant (P >0-1).
Together the parents of children who had had bronchiolitis had smoked on average 29-1 cigarettes/day during the first year of the infant's life, compared with 19-6 smoked by the control parents. This gave a mean difference of 9 5 cigarettes/day with a standard error of 4-125, which was significant (P < 0-05).
At the time of the study the parents whose children had had bronchiolitis smoked on average 29-2 cigarettes/day and the control parents 21-1, a mean difference of 8-1 with a standard error of 4 947. This was not statistically significant (P>0-1).
COMPARISONS WITHIN BRONCHIOLITIS GROUP
Further analyses were made after dividing the bronchiolitis group into those with a subsequent history of wheezing (18 children), and those without (17 children). No significant differences in sex distribution, social class, age at interview, birth weight, or current weight and height emerged when these subgroups were compared. Retrospective analysis of details of the original'admission for bronchiolitis with respect to age, weight, use of antibiotics, length of hospital stay, physical signs, and radiological findings, showed no differences. There were also no differences in the prevalence of atopy or in parental smoking habits. Table III gives results of lung function tests at rest and during. exercise for the wheezing group, the non-wheezing group, and the controls. The PEFR values at rest, the fall in PEFR during exercise, and overall exercise lability showed a consistent trend, the wheezing children performing worse than the non-wheezing children,'who in turn performed worse than the controls. There was no such trend for the rise in PEFR during exercise.
Discussion
Eighteen of the children with a history of RS virus bronchiolitis suffered subsequent wheezing, but it was rarely severe, was often absent for long periods, and in most cases had apparently ceased by the age of 8. We therefore suggest that the clinical prognosis for a baby with RS virus bronchiolitis is good, at least at the age of 8, and disagree with Rooney and Williams's conclusion that there may be a strong association between bronchiolitis and unequivocal asthma.7 There does, however, seem to be an association with the syndrome described by Williams Environmental factors such as overcrowded housing, family size, air pollution, and cigarette smoking are increasingly recognised as influencing the prevalence of respiratory illness in children as well as adults.1 3 14 15 Parental smoking was more common and family size larger in our bronchiolitis group, and the persistence of these factors may explain, at least in part, why many children went on to have further episodes of wheezing with impaired ventilatory function. Matching groups of children by father's occupation conceals wide variations in the way children are cared for,'6 and a search for more subtle differences in the home environment between children with and without respiratory disease may disclose new opportunities for prevention.
Introduction
Recognition that patients taking the beta-adrenoceptorblocking drug practolol may develop serious oculomucocutaneous reactions' has raised concern about the toxicity of related drugs. There is little evidence that non-practolol beta-blockers induce similar reactions, despite the awareness of practitioners and government agencies of side effects. Practolol toxicity was not recognised until cumulative experience with the drug totalled one million patient-years,2 and some patients developed symptoms only after many months of treatment or even after the
